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PSYCHOANALYTIC PRINCIPLES APPLIED TO THE 
TREATMENT OF HOSPITALIZED PATIENTS 


By Wiii1am C. Mennincer, M.D. 


Psychoanalytic principles, as the basis for understanding the dy- 
namics of mental disorder, have had an increasingly wide acceptance 
in psychiatry. Yet in the hospital treatment and management of the 
neuroses and psychoses, these principles have had slight attention. 
The reasons for this are multiple: psychoanalysis has been built upon 
observations based largely on its application as a special technique of 
treatment; this very technique does not permit the analyst to direct 
the patient's activities outside of the analytic hour; the types of ill- 
nesses in which psychoanalysis has been found most effective— 
namely, the neuroses—usually have not been hospitalized cases; com- 
paratively few psychiatric hospitals have had an analyst connected 
with their staff and in these few, the analytic work has been some- 
thing of a specialized sideline not affecting the hospital management 
as a whole. 

In this connection the brilliant experiment of Simmel (1) has been 
unique; as an analyst as well as the medical director of a sanitarium, he 
attempted to plan the whole of the hospital regime on psychoanalytic 
principles. Following this pioneering effort of Simmel’s we have been 
attempting for some years to carry out a system of management for, 
hospitalized psychiatric patients based upon psychoanalytic principles. 
The evolution of this plan of treatment has been slow and it is still to 
be regarded as being in an embryonic, or at most infantile stage. 
Nevertheless, it has already accomplished more satisfying therapeutic 
results than previous methods, and has given us a logical approach, 
more scientific, we believe, than other methods, e.g., custodial care, 
hit-and-miss occupational and recreational activities, amusements, 
and the haphazard prescription of baths and packs. 

At the outset it should be made clear that some of the patients in the 
hospital are actually undergoing psychoanalysis, but only a minority 
(jo per cent). The majority are not suitable cases for such a pro- 
cedure, and yet their management throughout the twenty-four hours 
of the day is arranged to aid them in solving their conflicts, based upon 
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a psychoanalytic interpretation of these conflicts. The treatment plan 
in the hospital for those patients undergoing psychoanalytic therapy 
does not differ from that for those who do not have psychoanalytic 
therapy. The analyst, however, does not prescribe the regime or give 
orders relative to his patient's privileges in the hospital. The hospital 
management for the analytic patients is directed by one of the psychia- 
trists connected with the hospital, and the hospital serves as the 
reality situation which the analyst does not attempt to alter. We have 
encountered certain problems in the actual administration of this plan 
but these are not the subject of this paper. 

To establish a system of management on psychoanalytic principles, 
certain pre-requisites are essential. (¢) The medical director, or the 
psychiatrist who supervises the general plan of treatment, must have 
had analytic training and experience. (6) The hospital staff of physi- 
cians, nurses, and therapists must be sufficiently large to permit a 
highly individualized program for each patient. (¢) These nurses and 
therapists must have had special training in psychiatry and particularly 
psychoanalytic psychiatry (as previously outlined (2)). (d) The 
anamnestic and examinational studies of each patient must be pointed 
towards furnishing an interpretation of the verbal expressions and 
behavior and an understanding of the unconscious emotional needs. 
(¢) The physician must prescribe and direct a program of activities 
which will help the patient meet these needs in a socially acceptable 
fashion rather than by symptoms. This prescription must specify the 
therapeutic aims so that every nurse and therapist may cooperate in the 
execution of a unified and directed program for each patient. 

The therapeutic aims (some specific ones were previously reported 
(3)) are grouped under the two major instinctive drives postulated by 
Freud and regarded in psychoanalysis as fundamental, the aggressive 
(destructive)* and the erotic (constructive). All of the symptoms and 
behavior of the neurotic and psychotic patients represent disturbances 
in the proper fusion and expressior of these instincts. The order sheets 
on which the prescription is written should include an outline of the 
various therapeutic measures designed to meet disturbances of these 
two forces. The specific method or methods to be used can then be 


* From the practical point of view in its application in this situation, it makes abso- 
lutely no difference whether one accepts Freud's biologic concept of the death instinct or 
subscribes to the opposing views of Jones, Reich, Horney, etc. 
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indicated by the physician by merely underlining the recommended 
procedures. 

The members of the various therapeutic departments, namely the 
supervisors and their nurses, the occupational therapy, recreational 
therapy, and physiotherapy departments must know the theory of 
these therapeutic aims. With the help of the physician in indicating 
the specific aims and in addition some suggestions as to the activities 
to execute these aims, every therapist will be in a position to assist in 
maintaining a uniform direction toward the specific goal in treatment. 

In the following discussion the various methods which may be 
prescribed to correct disturbances in either the aggressive or erotic 
drive are presented. 


DEVICES INTENDED TO CORRECT DISTURBANCES IN THE 
AGGRESSIVE DRIVE 


1. By Encouraging the Direct Expression of Hostilities toward Substitute 
Objects. In many instances the patient manifests either subtle or overt 
hostilities which have previously been directed toward members of his 
family, his environment, his friends, or a combination of these. In 
depression, the hostilities of the individual are often introjected and 
expressed against himself. It is our aim to provide a more satisfactory 
way to express these hostilities, both projected and introjected, than 
has been possible for him in his previous situation. Most often this 
has been accomplished by substituting a person or object toward which 
he may express his hostilities without subsequent punishment or 
retaliation. Among the most practical outlets have been those 
activities in which there could be a destructive element, such as the 
demolishing of a building, digging up sod in preparation for building 
a walk, or some activity in whi_h the hostility could be expressed in a 
harmless fashion such as punching the punching bag, driving golf 
balls, bowling, and playing football. 

Mr. R. had had recurrent attacks of severe depression during which he would express 
a great deal of hostility, both introjected and projected. He found most satisfaction in 
assisting in digging up sod on the site of a prospective sidewalk, and from demolishing the 
roof of a building which was to be rebuilt. When it came time to rebuild, however, he 


lost interest in the project, and only as he gained psychological insight into the nature of 
his destructive impulses - % take any interest in constructive work. 


2. By Encouraging the Relief from a Sense of Guilt for Introjected Hostility 
(consciously acknowledged guilt) or Projected Hostility (manifested, 
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though unacknowledged guilt). Most typically in the depressions 
one sees the evidences of introjected hostility, in which the patient is 
self-accusatory, self-deprecatory, and consciously expresses his sense of 
guilt. With these individuals the therapeutic effort is first directed 
toward helping them neutralize this sense of guilt through a manage. 
ment of severe kindness and through an outlet in hard and perhaps 
menial work. In such an instance the work not only serves as a 
socially approved method for the patient to ‘‘debase’’ himself (par- 
ticularly is this true of the professional man or business man) but also to 
allow for an externalizing of the aggression rather than making it 
necessary to introject it. This is well illustrated in the case of a busi- 
ness man of considerable social standing whose conscious expressions 
of guilt centered around a period of adolescent masturbation. In the 
hospital the nurses attended to his needs in a friendly but not over- 
cordial or over-solicitous manner. We insisted that he help in scrub- 
bing the walls of his room, which he did first with reluctance and tears, 
but with much less verbalization of his sense of guilt. This then led 
to his chopping wood and doing hard work with the caretaker, which 
again gave him an opportunity to atone for his guilt in a socially 
approved fashion and simultaneously provided him with a means of 
expressing his hostility. 

In the projected hostility frequently seen in the schizophrenic indi- 
vidual, the existence of guilt feelings is occasionally manifest in the 
behavior although rarely acknowledged consciously. We recognize 
the frequently associated disturbances of the aggressive drive with the 
erotic drive, i.e. that the individual attempts to get love in childish 
fashion by being aggressive, and then through his conciliatory be- 
havior, attempts to neutralize the guilt resulting from the expressed 
hostility. 


Miss A. was a schizophrenic girl who at home had been very destructive of the furni- 
ture and exceedingly hostile toward her parents. She continued this behavior in a milder 
fashion in the hospital by quarreling with the other patients, slamming her door, often by 
making considerable noise after the other patients had retired. She was never repri- 
manded and frequently after such behavior she would be quasi-apologetic and attempt to 
dissuade the nurse or therapist from giving her some special, though customary, service. 
In every instance, however, the special service was given on the basis that she would have 
less cause for her aggressiveness, i.¢., her irrational methods of gaining love. 


3. By Encouraging Displacements from Previous or Disadvantageous 
Objects. The hospitalized patient probably always makes displace- 
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ments of affect from persons in his previous situation to those in his 
new hospital situation. Among the most conspicuous examples are 
those in which the patient transfers the attitude he has had toward his 
father or other dominating person to his psychiatrist, and from the 
mother to the nurse. Often the specific nature of these displacements 
is not clear but in those instances where it does become apparent, the 
psychiatrist or nurse, respectively, may capitalize on the transference 
with considerable benefit to the patient. 


Mr. M. had had an extremely ambivalent father who at times was overindulgent and at 
other times was very severe and enforced many prohibitions. The result was that the 
patient had become ambivalent with a great emphasis on the hostility toward his father. 
In the hospital situation the patient was again placed in a situation where the psychiatrist 
could be either indulgent or severe and the patient would repeatedly attempt either to 
obtain many indulgences, or to provoke severity. The recognition of this situation by 
the psychiatrist enabled him to make a special effort to provide in himself a father substi- 
tute who was not only understanding but would not oscillate between overindulgence aad 


severity. 
DEVICES INTENDED TO CORRECT DISTURBANCES IN THE EROTIC DRIVE 


It was mentioned above that disturbances of the erotic drive are often 
inextricably entangled with disturbances in the aggressive drive. In 
many instances, however, the predominant conflict seems to center 
about some mismanaged love relationship. In disturbances of the 
erotic drive we can direct treatment efforts toward at least three aims, 
namely: (4) providing the patient with opportunities to afford himself 
narcissistic gratification, (4) affording him an opprotunity to be loved 
by those about him, and (c) affording him an opportunity ¢o give love 
to those about him. 

1. By Encouraging Socially Accepted Narcissistic Gratification. In 
meeting this unconscious emotional need we have found at least three 
expedient methods for affording gratification. First, in certain 
patients the opportunity to create some useful article gratifies the 
narcissistic desire to give birth to something which represents a credit- 
able part of its creator. It has a secondary value in that it can be 
justifiably admired and praised, and thus permits the patient also to 
obtain a second source of gratification, namely, the love of others. 


Mr. S., a 50-year-old business man, had suffered a neurotic depression. He was given 
the opportunity to plan, supervise, and help build a croquet court. Even in the hottest 
summer weather he took pleasure in putting in long hours of hard work directing and 
laying out this court. His improvement paralleled the progress of the court and we felt 
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he was sufficiently well adjusted to live outside the sanitarium before the court was com- 
pleted. Nevertheless, his interest in it was so great that he remained in the sanitarium 
an extra month at his own request so that he might finish the court. 


A second method for encouraging narcissistic gratification is by 
providing the patient an opportunity to assume responsibility, such 
as directing the construction of some project, for managing a sports 
tournament, or for performing some minor task, such as providing 
flowers for the various floors of the hospital each day or taking care of 
the canary birds. 

A third method for aiding the patient in gaining narcissistic gratifi- 
cation is through encouraging him to act out some of his constructive 
phantasies in a socially approved fashion. This we are able to accom- 
plish by the encouragement of writing, drawing, painting, clay model- 
ing, designing, aesthetic dancing, or composing music. Each of these 
activities has been used repeatedly. 


Miss G., a severely ill schizophrenic girl with marked regression, was encouraged in 
her beginning efforts to write stories for children. These stories were undoubtedly asso- 
ciated with an ambivalent attitude toward her younger siblings. For a matter of a year 
she wrote stories which gradually improved in style and in content, and she eventually 
was able to sell some to magazine editors. 

An exceptional example is that of a schizophrenic young woman who at various times 
considered herself to be the Virgin Mary, a missionary, an Apache Indian, and a ballet 
dancer. She was quite attractive and prior to her illness had been interested in athletics 
of all kinds, particularly aesthetic dancing. She was encouraged at first to dance Indian 
fashion and then to do ballet dancing, and it seemed to be largely through this method of 
expression that her improvement began. As she improved, she lost interest in aesthetic 
dancing, but for a period of several months it was her only socially approved method of 
phantasy expression, for which she achieved not only the narcissistic gratification but also 
the admiration and praise of the physicians and therapists. 


2. By Affording an Opportunity to be Loves. Being the recipient of love 
is primarily a narcissistic gratification, but in many instances it is also 
an expression for the need of reassurance, i.e., alleviation of fear of 
refusal of love because of aggressive wishes. In all instances we assume 
that it involves a direct instinctive (id) demand. 

Treatment that the patient interprets as love may be administered 
either by encouraging him to earn it (which in some instances seems 
highly desirable) or, in some instances, by giving the patient love 
without making it necessary that he either earn or request it, according 
to his special needs. 








cOM- 
rium 


Ich 
rts 
ing 
of 


ROS 


ly 


ies 


ss? 











In EATMENT OF HOSPITALIZED PATIENTS 41 


Opportunities can be afforded to encourage the patient to earn love 
through giving it to him as the reward for his productions, or as a 
reward for improvement in his behavior. By productions, we mean 
that the patient may be encouraged to give gifts that he has constructed 
in the work or craft or art shops, or to work for the nurse or the thera- 
pist. In his behavior, the patient may earn love by an improvement in 
his dress, or his conduct, with the resultant praise or special interest 
displayed in this improvement by his physician and nurse. This 
sometimes can be accomplished by urging the patient to identify him- 
self with the physician or even certain other patients. Thus the nurse 
may urge him to put on a necktie so that he will be like another 
patient, or to wear his coat for dinner so that he will appear dressed as 
the doctors. In every successful instance such requests must be fol- 
lowed up with the reward of praise and ‘‘love’’ to make it effective 
therapy. 

With schizophrenic patients and in some instances elderly neurotic 
patients it is often desirable to give them love without making it 
necessary to earn it. This can be done by giving the patient extra 
attention, special considerations, minor awards or distinctions. 
Often we have found that appointing the schizophrenic or neurotic 
woman as the hostess for a tea is of much benefit to her because it makes 


her the center of attraction, gives her a sense of power, and above all, | 


affords her a source of love. Repeatedly we have seen what might be 
compared to ‘‘transference cures’’—a temporary disappearance of 
symptoms and a much better adjustment of neurotic individuals as a 
result of this therapeutic management. 

3. By Affording an Opportunity to Love. In many instances it is appar- 
ent that in the conflictual situation the patient has wanted to love 
someone besides himself, perhaps has attempted to do so, but was 
either rebuffed or disappointed. The love object may have been 
unresponsive, or even actually non-existent, i.e., only phantasied, 
and the symptoms are a partial expression of this frustration. Based 
on this principle, we attempt to afford such a patient an opportunity 
to express this love by affording him a responsive object on whom he 
may invest his attention. We have found this possible through at 
least four methods: (@) by an encouraging attitude in the personnel 
placed around him (particularly his physician and nurse); (6) by 
encouraging the patient to give self-made or at most inexpensive gifts 
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or loans; (¢) by artificially increasing social opportunities and cop. 
tacts; and (@) by fostering such feeble positive attachments as he 
spontaneously develops. 

In the first instance, namely, to provide the patient opportunities to 
express love in his behavior, he is encouraged to be thoughtful and 
helpful to the physician, the nurse, or to other patients. A patient 
may be assigned the responsibility of teaching another patient some 
specialized work like pai-'ting, or assuming some other special rela- 
tionship to a second patient. An extremely narcissistic, neurotic girl 
whose love objects had been of little importance to her, was given the 
responsibility of taking a mildly schizophrenic girl to church each Sun- 
day and of assisting her in some university extension work; the result 
was that she received noticeable benefit through this object cathexis. 

In the giving of ‘gifts,’ we have frequently encouraged one patient 
to take another to the show, to make the loan of a book, or to make 
other investments of love in another person. The socialization oppor- 
tunities afforded by such functions as parties, dances, teas, and picnics 
are often of paramount importance in the treatment of certain indi- 
viduals, affording them an opportunity to establish ‘‘love’’ relation- 
ships in a protected and controlled environment. Probably the most 
important opportunity to aid the patient in giving love is the fostering 
of the attempted positive attachments made by the patient; these 
attachments can be encouraged in a host of ways; by permitting the 
patient to make the physician or the nurse gifts which he has con- 
structed in the occupational shop, or in painting pictures, singing a 
song, writing a story or in fulfillment of any special and personal 
request to be helpful. It is essential that the patient know his invest- 
ment of love is recognized and appreciated. An excellent example 
was a minister with a severe depression, who had been self-depreciatory, 
hopeless, and expressed a feeling of unworthiness. He was requested 
to translate a scientific monograph from German into English. This 
he began at a period when he was still exhibiting tearful spells and had 
little interest in his environment. The job interested him and he 
worked solidly eight hours a day for four months, completing the job 
for his physician, and with it his recovery. 


SUMMARY 


Instead of a psychiatric hospital treatment program consisting of 
merely routine care with activities and amusements to fill the patient's 
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time, a method of prescribing this care and a program of activities to 
meet specific unconscious emotional needs would seem to be more in 
accord with scientific principles| The outline of therapeutic aims here 
presented is based on the psychoanalytic theory that the mental con- 
flicts observed in the neurotic and functional psychotic patients are the 
result of mismanaged aggressive and erotic drives. Through the 
understanding of these conflicts in an individual, the physician may 
prescribe in the hospital regime various socially approved outlets for 
the expression of these needs. 

In the execution of this program, there are many problems which 
can only be solved by more experience. The translation of the uncon- 
scious needs into available, and socially permissible specific outlets is 
often exceedingly difficult and sometimes impossible for the physician 
to direct. The nature of the illness may preclude a satisfactory sub- 
stitute being found. The emotional attitudes to be assumed by the 
nurse or therapists in charge of the patient during the hours that he is 
not actually engaged in an assigned activity are difficult to prescribe 
andcontrol. The highly individualized nature of the program requires 
a very large staff of trained nurses and therapists, thus giving rise to an 
economic problem. Nevertheless this approach to the treatment of 
the hospitalized psychiatric patient seems to offer a scientific rationale 
lacking in our older methods. 


BIBLIOGRAPHY 


(1) Smet, E.: Psychoanalytic Treatment in a Sanatorium, Internat. J. Psycho-Analysis 
10: 70, Jan. 1929. 

(2) Mznninorr, W. C.: Individvalization in the Prescription for Nursing Care of the 
Psychiatric Patient, J. A. M. A. 106: 756-761, Mar. 7, 1936. 

(3) Mgnnincrr, W. C.: Psychiatric Hospital Therapy Designed to Meet Unconscious 
Needs. Read before Am. Psychiat. Association, St. Louis, May 7, 1936. 











JUVENILE PSYCHOSIS WITH FAVORABLE RESPONSE TO 
TREATMENT 


By Natuan W. Ackerman, M.D., anp Leona Cuipester, M.A. 


In recent years much interest has been focused on the problem of 
psychoses, and pre-psychotic disturbances in children. It is a field 
that well deserves intensive study. Functional psychoses in children 
are regarded as being quite rare, although with increasing facilities for 
careful psychiatric investigation and greater precision in diagnosis of 
personality disorders, they are now detected earlier and more often 
than in the past. We are presenting here the concrete data of an 
interesting case of a psychosis in childhood with a favorable response 
to treatment. 


CLINICAL HISTORY 


The patient was a 12-year-old boy, who for several years had been 
morbidly unhappy, intensely fearful, and obsessed with thoughts of 
death and suicide. 

Both parents suffered from chronic ill health and were quite neurotic. 
The patient was an only child, born of a difficult labor. At birth he 
had an inguinal hernia and an undescended left testicle. He nursed 
weakly, and was weaned at four weeks to feeding formulas, which 
proved unsatisfactory. The developmental history was otherwise 
uneventful except for the persistence of enuresis. 

Between the ages of 2 and 7 years the patient's health was almost 
continuously threatened by operations, injuries and infectious illnesses. 
At two years he had an adenoidectomy and circumcision. At three 
years he suffered an accidental fracture of the base of his skull associated 
with unconsciousness, convulsions and hemorrhage into the sub- 
arachnoid space. From this injury he seemed to make a complete 
recovery. At 4 years he had a tonsillectomy and herniotomy. Subse- 
quently for several years he was intermittently ill with various upper 
respiratory diseases. 

The onset of the present illness was insidiously gradual. The 
patient’s early emotional development had been uneven and troubled. 
He was an unhappy, chronically crying infant, and as he grew older he 
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became tense, restless and overactive. He began to be unusually 
fearful of doctors following his operation at 2 years, and following his 
injury at 3 years his nervousness increased. By the age of 5 his fears 
had become more acute and attached more diffusely to other persons 
and situations. At this age also he became quite provocative and 
belligerent, often striking other children without reason. At about 8 
years these. various disturbances became increasingly severe. He then 
manifested an exaggerated morbid preoccupation with death. He 
dreaded going to sleep since he was severely frightened by recurrent 
dreams in which his parents and often he were killed. He expressed 
many self-depreciatory notions, marty ideas of reference and manifested 
a severe degree of departure from reality. Between the ages of ten 
and twelve years the intensity of these various disturbances progres- 
sively increased, finally culminating in his admission to the Southard 


School. , 
EXAMINATIONAL FINDINGS 


1. Dysplastic body configuration of the Frohlich type. 

2. Left inguinal operative scar and undescended left testicle. 

3. Neurological examination essentially negative. 

4. The blood cytology, urinalysis and blood Wassermann negative. 

5. X-ray of the skull revealed no evidence of a healed skull fracture. 

Certain reactions of the patient during the course of the examination 
are worthy of note. Several times he excused himself from the room 
avowedly for the purpose of urination. Upon return he offered several 
comments on his operative scars, his terrific reaction of fright tocircum- 
cision, and his fears of operations in general. He inquired of the 
physician in a tense, pleading voice why the undescended testicle 
could not be drawn down. He wished strongly to have ‘‘two balls”’ 
since he could then “‘hold more water’’ and not need to go to the toilet 
so frequently. 


MENTAL STATUS 


The patient's mental age was nine years and four months and his 
I.Q. 80 (Stanford-Binet). He was a small, attractive, blond haired boy, 
who on first contact presented himself in an unusually dramatic manner. 
Brandishing a penknife in his hand and gesticulating wildly, he made 
loud threats to slash his own throat. He introduced himself to the 
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physician as a ‘‘big shot,” and carried himself with an exaggerated air 
of braggadocio, almost ludicrous in its transparency and failing utterly 
to conceal the violent fears which lay immediately beneath the fragile 
coat of “big shot’’ protection. His apparel, his manner of speaking, 
walking and smoking were all extravagantly patterned in miniature 
after the character of a grown man. In divers other ways he attempted 
to prop up his tottering self-image as a ‘*big shot.” 

During such times as he was not hopelessly overwhelmed by anxiety 
he conversed in a warm, pleasant, pseudo-adult manner, but he ex- 
hibited, nevertheless, a tense, unsmiling facial expression. 

His mental trends and emotional expressions were extremely labile. 
Wide oscillations of mood were observed. At times he was loudly 
extravagant and braggardly; at other times dereistically withdrawn. 
During such periods his speech production was often incoherent and 
irrelevant. At odd moments he exhibited an evanescent elation 
quickly followed by spells of sullen, whining self-pity and depression. 
Occasionally he whipped himself into a frenzy of mingled fear and 
anger, not in any way provoked by external circumstances, but rather 
determined entirely from within. 

He failed to distinguish clearly between his dreams, phantasies, un- 
founded fears and reality. He gave vent to numerous self-depreciatory 
and paranoid expressions; as for instance, he accused himself of being 
no good, a murderer, and he accused the staff members of deliberately 
hurting or thwarting him. Usually he could be quickly calmed and 
reassured by a generous display of kindly, protective, affectionate 
interest in him. 

In the calmer interludes he talked freely and revealingly of the dis- 
cord and unhappy tension in his family life. He discussed sexual 
matters at some length, but was most deeply troubled by concern with 
thoughts of death. He was terrifically frightened by repeated dreams 
in which he killed his father, and not infrequently his father killed 
him. He believed actually that his own violent death was imminent, 
and sometimes remarked that he would take his own life. In addition, 
he suffered a host of other fears, the more prominent of which were: 
fears of being operated upon, fears of insanity due to masturbation, and 
fears that people were plotting to injure him. 

The patient aspired fervently to grow quickly into a man, and to 
study the profession of an undertaker. He still clung to the hope that 
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his father would eventually cease being mean to him, and that ulti- 
mately he, his father and mother could again live together happily. 

The marital life of the patient's parents was never a happy one, and 
divorce was always in the offing. The patient believed that his father 
was jealous of his open demonstrations of affection for his mother. He 
accused his father of having treated his mother cruelly. The father’s 
attitude toward the patient oscillated between generous indulgence and 
irrational severity. The patient at times felt fondness for his father, 
but in recent years an attitude of violent hate and fear predominated. 
Notwithstanding this fear, he teased and provoked his father inces- 
santly, yielding only when threatened with a severe beating. 

The mother’s attitude toward the patient was generally one of 
indulgence, though she too, was often irritated by his provocative 
behavior. She desired to shield him from the father’s wrath, but was 
herself too fearful of the latter’s angry outbursts. The patient ex- 
pressed toward his mother a deep love mingled with occasional out- 
bursts of bitter resentment. 


PSYCHOSEXUAL DEVELOPMENT 


Early feeding difficulties were experienced after weaning at four 
weeks. All during childhood the patient seemed addicted to mouth- 
ing something continuously; paper wads, rubber bands, metal objects, 
chewing gum, etc. He habitually picked his nose and bit his nails. 

The attitude of his parents towards sex implied that such activity 
was disgusting, in which no decent person ever engaged. They told 
him that masturbation would make his penis ‘‘sore,’’ and would cause 
him to ‘‘go crazy.’’ The patient indulged frequently, nevertheless, 
and often engaged in sexual play with other boys. He developed con- 
siderable sexual curiosity and as a young child was not prevented from 
creeping under his mother’s skirt and touching her genitals. Later 
in childhood his mother rebuffed him and threatened that his father 
would beat him if he did not cease. He slept with his mother, kissed 
and fondled her, once asked her to undress before him, but was 
beaten by the father for his effrontery. 


DIAGNOSIS 


The consensus at staff conference was: Childhood psychosis, cryp- 
torchidism, dyspituitarism. 
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RECOMMENDATIONS FOR TREATMENT 


1. Residence in the Southard School for an indefinite period depend- 
ing on the patient's response to therapy. 

2. Medicinal treatment: antuitrin-S 1 cc. daily. 

3. Milieu therapy. The patient should be surrounded with a social 
atmosphere in which he would receive abundant loving attention, and 
a quiet, firm reassurance against his magnified fears. The atmosphere 
as much as possible should be devoid of any show of hostility toward 
the patient. 

4. Psychotherapy. Daily conferences with the psychotherapist 
should provide abundant opportunity for mental catharsis; an attempt 
should be made to communicate to the patient some understanding of 
the meaning and purpose of his various disturbances; ways in which 
he may effectively rehabilitate his emotional and social adjustment 
should be pointed out to him. 

5- Occupational therapy that would have as its aim the provision 
of benign outlets for the patient’s aggressiveness, opportunity for 
increasing his self-esteem, and should also attempt to inculcate a sense 
of personal responsibility. Specifically suggested were the following: 
watering the lawn, cutting the hedge, pruning the rose bushes, collect- 
ing yard debris, and manual construction. 

6. Recreational therapy that would provide abundant pleasureful 
play, and where possible, encourage cathartic expression of phantasies 
which emerge from the patient’s deeper emotional conflicts. The 
patient may engage in all outdoor games, and in addition he may be 
permitted to playfully express his destructive impulses with toys, and 
in finger painting. 


SUBSEQUENT COURSE 


The prescribed treatment was administered for a period of five 
months and daily psychotherapy served as the central procedure for all 
attempts to better the patient’s mental state and social adjustment. 
In staff conferences the therapist communicated to the other staff 
members the important features of the boy’s emotional conflicts as 
revealed in the therapeutic sessions, and this served to guide the day to 
day application of the subsidiary therapeutic measures already out- 
lined. 
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Psychotherapy was initiated with an explanation of the necessity 
and purpose of treatment. The necessary steps of weaning the patient 
from his distorted, dependent attitude toward his parents and of 
establishing a working transference attachment to the therapist, were 
gradually accomplished, though not without the intrusion of many 
troublesome difficulties. 

The boy’s attitude toward the therapist was highly unstable. At 
times she seemed an angel and a fairy who loved and cared for him, 
and at other times she seemed a witch who might kill him. His be- 
havior toward her was extremely provocative. Whenever displeased he 
assumed a painfully tortured facial expression and magnified his suffer- 
ings beyond all reasonable bounds, sometimes threatening to die or 
faint. At various times he unfolded other attitudes. He frequently 
sought out the therapist as the champion of his rights and privileges in 
the school. He regularly came to her seeking solace for his many 
personal grievances. He constantly appealed to her for special indul- 
gences, and then proceeded to flaunt these before the other children. 
Nevertheless the therapist thought it wise to accord him these special 
favors in a reasonable measure. 

Warming up to the therapist's show of sympathy, he proceeded to 
express a boundless and terrific hate for his father. Shortly thereafter 
he completely denied this hate and directed all his anger toward the 
therapist. The aggressively demanding attitude which he assumed 
toward the therapist was interpreted to him in the light of similar 
expressions and behavior toward his parents at home. 

In conference his behavior and verbal productions were quite erratic. 
He expressed various paranoid delusions, some of which were based on 
the content of his many frightening dreams. He asserted that his 
genitals had been operated upon during his sleep, and that he had 
killed a man (his father). He recited innumerable fears of an unstable 
changing character. He often displayed an extraordinarily rapid 
transition from hilarious joy to fears, depression and outbreaks of rage. 
These very quick changes of affect were sometimes altogether un- 
predictable. 

He gave vent to his intense jealousy of his parents. He stated that 
he desired to be home in order to prevent them from sexual intercourse, 
so ‘‘they can’t have another boy while I’m gone.’’ He especially 
wished to deprive them genitally, or to destroy them. These feelings 
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of jealousy were carried over to other persons at the school with a 
corresponding transfer of hostile feelings. The reasons for his intense 
hate for, and fear of his father were explained to him. At times when 
attempts were made to offer interpretative explanations of his difficulty 
he became quite argumentative and provocative. Nevertheless, many 
of these interpretations slowly took root; there was apparent benefit 
from abundant catharsis, and with it corresponding improvement. 

At this stage of the therapy he became increasingly desirous of dis- 
cussing with the therapist his sexual interests. The therapist re- 
sponded to his questions straightforwardly. He related his many 
attempts to touch his mother’s genitals, and pantomined sexual inter- 
course by bouncing up and down on the couch, at the same time gig- 
gling uncontrollably. At times he expressed a desire to be a woman 
and have breasts. He phantasied displacing his mother as his father’s 
love object. During the same period he expressed a wish to perform 
fellatio with the psychiatrist. The meaning of his wish to be a woman 
and be loved by a man was explained to him. During this period of 
sexual reorientation his fears became temporarily intensified, and he 
engaged in flagrant and obscene efforts to abuse the therapist. He 
sang bawdy songs, and expressed a desire to hurl feces in her face, and 
so kill her. The origin and purpose of this aggressive behavior with 
its emergent guilt and fear was explained to him in relation to his 
behavior toward his parents. He was reassured about his fears, told 
that his erotic interests were natural ones, and that his parents would 
understand and not be angry. 

This period of excitement gradually subsided. He slowly accepted 
more personal responsibility in the therapeutic relationship and began 
to work quite diligently. From that time on he accepted and benefited 
considerably by interpretation. He finally came to appreciate his delu- 
sions as imaginary, and was then prepared to give them up and get well. 


INTERPRETATIVE DISCUSSION 


It is difficult to have certain convictions regarding the etiology of 
this child’s psychotic reaction. Quite possibly the causative factors 
are multiple: the early head injury, the endocrine factor, the numerous 
threats to the patient’s physical integrity by way of illness and opera- 
tion, and the all-important psychogenic elements. Notwithstanding 
the possibility of a minor organic factor, a comprehensive psycho- 
therapeutic approach produced considerable amelioration. 
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Undoubtedly the maladjusted neurotic personalities of the parents 
and the parental discord with the continuous threat of divorce con- 
tributed materially to the development of the patient’s psychotic 
reactions. The child's emotional relationship to both parents was 
distorted. Unwittingly, the mother seduced the boy’s erotic interests. 
However, when he sought refuge with his mother against the threats 
of his father’s beatings, he found no security in her protection. Conse- 
quently he attempted to compensate by assuming the rescuer rdle 
toward his mother, toward whom actually he felt deeply ambivalent. 
There is much to indicate a prevailing unconscious wish to kill the 
competing father and command exclusively the mother’s love. Evi- 
dence seems to point to the father’s open jealousy of the child. The 
patient’s death wishes toward his father, and his frantically magnified 
fears of retribution constitute the outstanding features of his symp- 
tomatology. With regard to his extravagant compensatory mecha- 
nisms, the fable of the frog, who tried to swell his body to the size of 
his father’s and finally burst, is a propos of this boy’s psychology. 
Despite the prominence of the hate and fear of the father, there is also 
some evidence of feminine identification, and a wish to displace the 
mother as the father’s love object. The weak, disappointing character 
of the mother and the open jealousy of the father made satisfactory 
identification with either parent impossible. These various emo- 
tional influences so warped the development of this child's personality, 
and its orientation to reality as to induce collapse of the normal repres- 
sive mechanisms. 

RESULTS OF TREATMENT 


Although systematic treatment was interrupted at five months due 
to the father’s failing financial resources, the boy’s response on the 
whole was a gratifying one. The father wrote, ‘‘We appreciate the 
wonderful result you have gotten . . . and have talked with over thirty 
people to try to get (financial) help.’’ Tangible improvement was 
detectable in all aspects of the patient’s personality. He cast aside his 
many fears and delusions as unreal, and his paranoid reactions to his 
environment diminished markedly. Emotionally he became more 
stable, quiet, self-assured, and distinctly happy. 


CONCLUSION 


We have described in some detail the manifestations of a psychotic 
disturbance in a twelve year old boy, and the nature of his gradual 
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recovery under the influence of systematic psychiatric treatment. Ip 
this instance, the method of treatment integrated the beneficial effects 
of both a controlled environment and intensive psychotherapy. 

We hold to the opinion that many forms of personality disorder in 
children are amenable to therapy, and present the data of this case in 
support of a more encouraging medical attitude toward such types of 
ill-health. 
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AN EXAMINATION OF THE RECOVERY PROCESS IN THREE 
CASES OF SCHIZOPHRENIA 


By Cuartes W. Tipp, M.D. 


It is becoming increasingly evident that the diagnosis of schizophre- 
nia does not imply a hopeless prognosis. The more schizophrenics are 
observed and studied the more it is seen that under certain conditions 
they are able to improve and recover. However, when the questions 
are raised of how and why these patients recover it is often, if not 
usually, impossible to provide adequate answers. 

In the three cases presented here an attempt has been made to dis- 

cover the factors that were operating in the recovery process. With 
none of these patients was intensive psychotherapy used, but in addi- | 
tion to routine hospital care everything possible was done to meet each 
one’s individual needs. Regarding the routine care of schizophrenic 
patients we have come to believe that the most important underlying 
factor in the treatment is that of unfailing kindness. This principle 
forms the basis of every effort to rehabilitate these patients. 
_ The first case is that of a 28-year-old housewife, who was admitted 
to the hospital suffering with an excessive religiosity of two and one- 
half years’ duration. During the five months preceding admission she 
had the idea that she was the Virgin Mary. She thought she was 
going to have a child by immaculate conception, that her husband was 
Joseph, and at other times that she was various persons, for example, a 
ballet dancer, a Comanche Indian, the Messiah, a Catholic missionary, 
a religious teacher, and the wife of many and various men other than 
her husband. 

She had one sister four years older than herself. The patient at- 
tended various private schools and was married at the age of eighteen 
to her present husband. The family history was essentially negative. 
Two and one-half years before admission she had joined a church, 
although she already belonged to one, and she talked about joining still 
another. She devoted all of her time to religious thought and work. 
Three months before admission she went to a church, put on a confirma- 
tion veil and knelt for hours before the altar with her hairdown. She 
returned home and announced that she had conceived by immaculate 


53 











54 CHARLES W. TIDD 


conception. She was taken to a university hospital in the East and 
several months later was transferred here. She was a slender, attrac. 
tive female with browr hair and eyes. Physical examination showed 
her to be twenty pounds underweight and her blood pressure was 
104/70, but otherwise there were no gross departures from normal, 
There was no evidence of organic disease of the central nervous system. 
The laboratory findings were normal. 

She was correctly oriented, but markedly hallucinated. She had 
many delusions, mostly of a religious nature. At staff presentation 
the diagnostic consensus was schizophrenia and the prognosis was 
regarded as not good but not hopeless because she had maintained a 
fair adjustment for a number of years. 

Therapy consisted chiefly of keeping the patient busy and in friendly 
contact with people around her; some details will be described later. 
About the fourth month it was noticed that she was improving; her 
delusions began to fade and she became friendly; this improvement con- 
tinued and at the end of the ninth month she was discharged recovered. 

Two things happened to this patient which seem to have been 
directly connected with her recovery. First, after she had been in the 
hospital about two months she began to complain that she had an 
ovarian cyst. She spent a great deal of time talking about this, dis- 
cussing the symptoms and the treatment she wanted, which was 
surgery. Then she began to report that she was recovering; she felt 
that the cyst was getting smaller. Her mental condition began to 
improve at the same time. Finally she announced that the cyst was 
‘‘well."’ A short time later she declared that she had pleurisy and 
again she went through the process of having a disease and recovering 
from it. Concomitantly her mental condition showed still more 
improvement. This formula was repeated twice more; each time the 
ailment she selected was one which she considered less serious. There 
was a remarkable correlation between the improvement she reported 
in her fancied physical illnesses and the actual improvement in her 
mental state as judged by her general demeanor. 

It would appear that in the mind of the patient each physical illness 
served as a focus, or symbol of her more general illness, objectified and 
ascribed to a part of the body instead of the whole personality. Then 
the renunciation or abandonment of this localized disease served as a 
pattern and ceremonial for the recovery from schizophrenia. 
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One factor which seemed to have an important bearing on her 
recovery was connected with the treatment based on the delusional 
content. She had expressed the idea at various times that she was an 
Indian and a ballet dancer. In the hope that she might respond she 
was urged to dance like an Indian. At first she did so with only the 
therapist present. Later other people were invited to watch her. 
She continued this activity and displayed a marked ability in inter- 
pretative dancing. It became one of her major interests and the 
principal means of establishing herself in the social group. 

Dancing to this patient served the very important function of build- 
ing up her ego. The feeling underlying the wish to dance was prob- 
ably closely connected with that underlying her delusions of being an 
Indian and a ballet dancer, primitive and for her probably strongly 
repressed urges. To be able to dance /ike an Indian was a method par 
excellence to express feeling in a socially acceptable fashion; instead of 
being expressed in a socially useless form as a delusion, it was expressed 
in a way that added something to the social group. The effect was to 
release forbidden tendencies and at the same time to bind her closer to 
the people around her. These gains for her ego made further flight 
from reality unnecessary. 

The second case was a 29-year-old housewife, who was the older of 
two siblings, the younger being a brother. The father, fifty-five years 
of age, a salesman, was living and well; the mother, aged fifty, was 
suffering at the time the patient was admitted to the hospital from a 
‘‘nervous breakdcwn.’’ The patient was graduated from high school 
at the age of 17 and was said to have been a ¢90d student. Following 
that she did secretarial work, and at nineteen years of age she was 
married to her present husband. Her marital relationship was marked 
by instances of infidelity by both partners. She was socially active 
and had a good many friends. She was brought to the hospital with 
the history of having been depressed, periodically mute, hallucinated, 
and having exhibited eccentric behavior during the preceding year, 
during which time she had resided chiefly in hospitals and sanitariums. 

At the time of admission to the hospital the physical examination 
revealed an undeveloped, undernourished, young, white woman with a 
severe acne of the face and shoulders. There was marked hirsutism of 
the legs. The blood pressure was 96/70. The neurological examina- 
tion revealed no definite evidence of organic neurological disease. 
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Laboratory findings were normal and the Wassermann and Kahn tests 
of the blood were negative. 

For the first ten days after her admission she made no verbal answers 
to any questions. Her facial expression was one of resignation, though 
occasionally there was a flicker of acknowledgment or recognition of a 
question. Despite her mutism she was friendly and cooperative, but 
she had to be helped to do things, spending most of her time in her 
chair. Gradually she began to whisper, later she said a few words, 
and finally she talked freely. There were marked paranoid delusions 
and hypochondriacal ideas. 

The case was presented at staff conference and the consensus was that 
the case was one of schizophrenia, showing a mixture of catatonic and 
paranoid characteristics. The prognosis was noted at the time as 
being ‘‘fair for return to mental health.”’ 

There was little in the history and the exam ination to indicate the 
underlying factors in the patient's illness. Treatment recommenda- 
tions were of a general nature designed to encourage the patient to 
express her true feelings in a friendly environment. During the first 
few weeks there was a marked response to treatment; then without 
apparent provocation she relapsed and became exceedingly and aggres- 
sively disturbed.! She attacked the nurses frequently, tore their uni- 
forms, struck at them, threw feces, urinated on the floor, etc. This 
period of aggressivity was met on the part of the hospital personnel 
with unfailing kindness. The patient was seen daily by one of the 
physicians who, even though the patient did not show evidences of 
responding to him, continued to show a kindly interest inher. Very 
} slowly the patient began to show improvement. She began to ac- 
knowledge the presence of the doctor; later she began to talk a little, 
and then to enter some of the activities that had been prescribed for 
her. She began to work in the occupational therapy shop, at first 
engaging herself in ripping material. Later, when her doctor cau- 
tiously suggested it, she gave up the ripping and began to knit. By 
the end of the fifth month her day was entirely taken up by various 
prescribed activities and her general condition, including the mental 


1 The aggressive behavior started just after an inquiry regarding the acne on the 
patient's face. How much the inquiry had to do with setting off the behavior which 
lasted several weeks is unknown, but it is possible that she interpreted it as an attack 
on her narcissism. 
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state, was quite good. She remained in the hospital for a few weeks 
longer and was then discharged. Several months later she was re- 
ported to be well. 

Perhaps the most important single factor in the recovery of this 
patient was that she became able to express her aggressive feelings 
without fear of punishment or retaliation. The kindness she received 
in spite of her disagreeable activity seems to have enabled her to bring 
such feelings to the surface and gradually learn to dissipate them in 
more socially acceptable forms. Just how much of this was effected 
through the person of the physicians and nurses (transference) can not 
be definitely stated, but it is probable that a large part was due to the 
positive relationship that became more apparent as she progressed. 
Occasionally a schizophrenic patient will select a nurse or a therapist 
as a love object and in such instazuces the situation is carefully guarded 
and encouraged. Often irrational elements in the behavior of the 
patient toward his object of choice are impossible to understand and 
the relationship may be distressing to the object unless this person is 
properly trained. For that reason it is important that special instruc- 
tion be given to all who come in contact with the patient. 

The experience of this patient in the occupational therapy shop 
illustrates a previously observed fact;? her activity there served as a 
rough index to her general activity and feeling. In the beginning of 
her treatment her interest in destructive activity was predominant. 
Later the character of her work changed and became constructive. 
The possibility for the expression of destructive feeling in occupational } 
therapy is unlimited and at the same time is subject to some regulation. ' 
Opportunities to encourage the development of constructive desires 
are then also available and the problems encountered in working out a 
combination of destructive and constructive activity consistent with 
the patient’s condition and ability are worthy of a great deal of time 
and effort. . 

The third case to be reported is that of a 28-year-old white, femaie, 
unmarried stenographer. She was the oldest of five siblings in a family 
that lived in a small midwestern town. The mother, a university 
graduate, was separated from the patient's father when the patient was 
ten because of the father’s excessive drinking. Later the couple 


* Menninger, W. C.: Psychiatric Hospital Therapy Designed to Meet Unconscious 
Needs. Am. J. Psychiat. (In press.) 
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attempted a reconciliation, which was unsuccessful. Three years 
before the patient entered the hospital the mother became mentally ij] 
and was committed to a state institution, where she has remained since 
that time. 

The patient graduated from high school at eighteen, as valedictorian 
of herclass. After that she taught for a year and then studied stenog. 
raphy for afew months. She obtained a position as a stenographer and 
since then has been continuously employed until the present illness. 
The life of the patient at home during her earlier years was unhappy 
due to the difficulties between the parents, largely because of the 
father’s excessive drinking. After the separation of her parents the 
patient lived with her mother and the other siblings until the mother 
was committed to the hospital. At no time was she able to fit herself 
secutely into the social group. After she began to work her attitude 
toward social activities showed very little change. Most of her spare 
time was spent in study; among other things she attended night classes 
inlaw. When she was twenty she was working in the East and while 
there became engaged to a young man, but broke off the engagement 
when she returned to the midwest. 

She was brought to the hospital by a relative, who reported that 
she had suffered for several months from a delusion that people were 
following her, in particular a young man with whom the patient said 
she was in love, but to whom she had never been introduced. The 
patient misidentified many persons, thinking them to be her lover in 
disguise. 

At the time she entered the hospital the examinational data were as 
follows: physically she was a tall, young woman, thirty pounds under- 
weight, with vascular hypotension (100/70 on admission). Neuro- 
logical examination showed no disease of the central nervous system. 
The laboratory examinations, including serology, were negative. The 
psychiatric examination revealed a neatly dressed young woman, who 
held herself stiffly, especially in walking. Her facial expression was 
strained, although she seemed to be trying to be friendly. At first she 
was evasive in conversation, but later became more accessible and quite 
frank in her confidences. In the field of perception she was attentive, 
cooperative, and correctly oriented as to time, place and person, witha 

slight confusion as to minor details in recent memory. She misidenti- 
fied various members of the hospital staff. Auditory hallucinations 








years 
ly il] 
| Since 


Ofian 
enog- 
t and 
ness, 
appy 
F the 
} the 
ther 
rself 
tude 
Dare 

Sses 

hile 

ent 


hat 


aid 











RECOVERY PROCESS IN SCHIZOPHRENIA 59 


were present. She showed marked paranoid delusions and ideas of 
reference. Her general information and intelligence were above the 
average. 

The unanimous opinion of the staff was that she had schizophrenia, 
paranoid type. The treatment recommendations were general because 
the examination had not disclosed anything to which specific therapy 
might be applied. It was recommended that she have sanitarium care, 
which was to include hydrotherapy of a sedative type; occupational 
therapy consisting of simple hand work; recreational therapy, directed 
principally toward socialization; and psychotherapy. The latter was 
to consist of daily interviews in which the patient was to be encour- 
aged to talk in the hope that some re-education might be accomplished. 

During the following three months these measures were carried out. 
The patient was pleasant and seemed superficially interested in her 
surroundings. She welcomed the daily interviews with the physician 
and talked freely. At the end of three months she was placed under 
the care of another physician. Shortly thereafter the patient’s general 
condition became worse; she became more actively hallucinated and 
the delusions were more pronounced; it became necessary to tube-feed 
her. At the end of the eighth month she was transferred to a state 
hospital. 

After one month in the state hospital the patient suddenly became 
very much improved and a short time later was discharged. A few 
weeks after leaving the hospital she made a suicidal attempt, but she 
soon returned to her former occupation and eighteen months later was 
working and was reported to show no signs of mental illness. 

In this case it is possible to speculate concerning the factors that 
were active in the production of the patient’s illness and those that had 
to do with her recovery. It appears likely, on the basis of her ideas 
and attitudes expressed during the illness, that she was in part imi- 
tating her mother (who had been confined in a state institution for 
three years). During the first three months her condition remained 
about the same with some signs of slight improvement and there was 
evidence of a weak transference to the physician. Her sudden decline 
at the end of that time probably was connected with a change in 
physicians; she probably interpreted the first physician's leaving as a 
desertion. In such a patient whose feelings are so sensitive, an occur- 
rence of this nature may be a real trauma. Her sudden improvement 
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after being transferred to the state hospital may have been due to g 
feeling that she had followed far enough in the footsteps of her mother, 
i.e., that she had atoned sufficiently for the feelings of guilt engendered 
by an unconscious hostility for the mother by having gone through the 
same unhappy experience. 


SUMMARY 


Some possible explanations have been suggested for the recovery of 
three cases of schizophrenia. The most important factors in recovery 
appear to have been a general attitude of kindness on the part of the 
hospital personnel; opportunity for and encouragement of the expres- 
sion of aggressive impulses without threat of punishment or disap- 
proval; opportunity to make atonement for guilt feelings; and special 
treatment of individual problems as they arose from day to day by a 
therapist whom the patient trusted. 
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LARGE PITUITARY TUMOR WITHOUT HEADACHE 
By Carrotit C. Cartson, M.D. 


Pituitary tumors usually produce a fairly well defined set of symp- 
toms. The nature of the symptoms produced depends upon the 
histologic structure of the tumor and the amount of pressure exerted 
on neighboring structures. As the tumor increases in size it expands 
and erodes the sella turcica and exerts pressure upon the diaphragma 
sellae, producing severe headaches. These often have a bi-temporal 
distribution and are usually an early symptom. In the case to be 
described the patient denied ever having a headache throughout the 
course of his illness, although he had quite a large pituitary tumor. 


CASE REPORT 


E. B., a 47-year-old, unemployed tinsmith, was referred to the 
neuropsychiatric division of the Topeka City Clinic on April 1, 1936 
with a complaint of visual difficulty. 

History of Present Illness: In February, 1935, the patient noticed 
that he could not see well from the left side of his left eye. Hecon- 
sulted an optometrist who advised him to have a bad tooth extracted. 
Though this was done his vision did not improve and an attempt was 
made to fit him with glasses. The optometrist was unable to find a 
suitable lens for the left eye, but the right eye was benefited by a 
weak lens. A few months later the patient consulted an ophthal- 
mologist because of blurring of vision. The patient was advised to 
smoke less tobacco and to use a cigarette holder in order to keep the 
smoke away from his eyes. However, the blurring of vision in the 
left eye increased and became noticeable also in the right eye. In 
the two months before coming to the Clinic his vision became so 
blurred that he was unable to read a newspaper. While working in 
the garden he was unable to see what he was raking. 

In the past four or five years his sexual potency has declined and 
during the past year he has been totally impotent. He was not dis- 
turbed about this because he attributed it to his advancing years and 
also to the fact that he had worried a great deal over his inability to 
obtainemployment. Also during the last year his hair has been falling 
out. In the last few months his left thigh has occasionally “‘gone to 
sleep,’ but the numbness disappeared promptly after rubbing. Since 
the beginning of his present illness he has lost 20 pounds in weight. 

Examination: The patient was an intelligent, well-developed, but 
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undernourished male of medium height. His uniform grayish-browp 
skin blended with his thinning and graying hair to accentuate his 
slightly sunken eyes and the prominence of his cheek bones. His 
face was wubeiied. and he appeared worried. He had marked dental 
caries and infected gums. e heart sounds were weak but the heart 
was not enlarged. 

The neurological examination revealed complete left temporal 
hemianopsia, je se abdominal reflexes Silently and a diminished 
right ankle jerk. 

he ophthalmoscopic examination disclosed a definite atrophy of 
the left optic nerve and a slight beginning atrophy of the right. 

X-ray of the skull revealed that the sella turcica was six or seven 
times larger than normal size. The walls were thin and distended in 
all directions. There were several areas in which the bony walls 
had disappeared. 

Laboratory Examination: Blood: Haemoglobin 73 per cent, RBC 
4,340,000, WBC 7,750. Differential: neutrophiles 60 per cent, small 
lymphocytes 35 per cent, eosinophiles 2 per cent, basophiles 1 per cent, 
mononuclears 2 percent. Blood Wassermann and Kahn were negative. 

Urine: Specific gravity 1.021, tests for albumin and sugar negative. 
There were occasional pus cells and epithelial cells present. 

Diagnosis and Treatment: As soon as the diagnosis of a pituitary 
tumor was established the patient was referred to the Bell Memorial 
Hospital at Kansas City, Kansas, for surgical treatment. He was 
operated upon by Dr. Frank R. Teachenor on April 21, 1936, who 
reported the following: 

‘At operation I exposed a pituitary adenoma about the size of a 
walnut. The tumor had flattened the left optic nerve and left side 
of the chiasm to ribbon thinness and the tumor penetrated the left 
nerve so that it had the appearance of being cystic. I did an intra- 
— enucleation of the pituitary adenoma. We will follow with 
radiation of the pituitary fossa.” 

Course: Two months after the operation the patient reported at the 
City Clinic. He said he was able to read a newspaper without diffi- 
culty and that the temporal hemianopsia in the te t eye had shown 
~ improvement. Since the operation he has had total anosmia 
and occasional uncinate attacks in which he smells something like 
chloroform or ether. Four and one-half months following the oper- 
ation he again appeared for follow-up and on examination it was 
found that the left temporal hemianopsia had considerably diminished 
and the patient was able to see the examiner's fingers at a distance of 
about four inches from the left temple. There was also considerable 
return of his sexual potency. He gained twelve pounds in weight 
and his face was well filled out. He was cheerful and had lost his wor. 
ried appearance. The grayish-brown cast of his skin was less marked 
than prior to the operation. 
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Discussion: The pituitary tumor in this case was a large chromophobe 
adenoma which produced the following symptoms: sexual impotence, 
loss of weight, thinning hair and dry coarse skin. Peculiar pigmenta- 
tion of the skin may also have been due to a physiological disturbance 
of the pituitary as suggested by Zondek (1). The symptoms produced 
by pressure of the tumor upon neighboring structures in this case were 
largely confined to visual disturbances. The temporal hemianopsia 
involved only the left eye, which also showed marked optic atrophy. 
The right eye showed no hemianopsia and only beginning optic 
atrophy. This feature is not common, since the most frequent visual 
disturbances produced by pituitary tumors are bilateral temporal 
hemianopsia because both optic nerves are commonly compressed. 
The absence of headaches is an interesting feature. However it has 
been found by Brain (2) that chromophobe adenomas produce less 
severe headaches than those of chromophil adenomas. 


BIBLIOGRAPHY 


(1) Zonpex, Bernnarvt: ‘‘Chromatophorotropic Principle of the Pars Intermedia of 
the pituitary."" Glandular Physiology and Therapy, Chap. 9, ‘A Symposium 
Prepared Under the Auspices of the Council on Pharmacy and Chemistry of 
the American Association,’ 1935. 

(2) Brawn, Russer: Diseases of the Nervous System. Oxford Union Press, London, 1933, 


p- 234. 














BOOK REVIEWS 


Psychoanalysis Explained. By Dorotuy R. Buirzsten. Price $1.00, 

Pp. 66. New York: Coward-McCann, 1936. 

A clear, simple, non-technical explanation of the fundamental ideas 
of psychoanalysis which can be read easily in one hour. The best 
book on the subject one could recommend to the inquirer who is en. 
tirely unacquainted with psychoanalysis, yet one which can be read 
with profit by experienced analysts. Written by the brilliant wife of 
a successful analyst. (R. P. K.) 


Physical Therapy for Nurses. By Ricnarp Kovdcs, M.D. Price 
$2.75. Pp. 286. Philadelphia: Lea and Febiger, 1936. 
This is a very handy compendium of the ened physical and 

physiological facts about the various forms of physiotherapy, exclud- 

ing x-ray and radium. It is, however, remarkable that there is not 
anywhere a single mention of the psychological effect of any of these 
procedures, not even in the case of massage and hydrotherapy. 

CW. C. M.) 


For Dear Life. By Betinpa Jevuirre. Price $2.75. Pp. 355. New 

York: Charles Scribner’s Sons, 1936. 

The wife of the eminent psychiatrist, Dr. Smith Ely Jelliffe, reveals 
a strong and vivid personality in this dramatic autobiographical 
account of an ambitious girl who ran away from her home in North 
Carolina in search of an education, became a trained nurse and en- 
countered many strange and interesting people in her tempestuous 
adventures. (J. L.) 


Wake Up and Live! By Dorotnea Branpe. Price $1.75. Pp. 198. 

New York: Simon and Schuster, 1936. 

This book starts out well but ends disappointingly. The first half 
of the book is a popular presentation of Freud's principle of self- 
destruction which the author calls the ‘‘will to fail,’’ without giving 
credit to Freud. In the second half of the book she presents her 
twelve ‘‘disciplines,’” as she calls them, artificial compulsive rituals, 


highly dubious as effective defenses against self-destruction. 
CK. A. M.) 


For Stutterers. By Smitey Branton, M.D. and Marcaret Gray 
Bianton. Price $2. Pp. 191. New York: D. Appleton-Century 
Co., 1936. 

The Sens’ book is excellent to give to the stutterer himself to 
read, because it outlines the concepts of the developed personality and 
shows how stuttering is brought oe by unconscious anxiety. They 
recommend psychoanalysis as the method of choice for treatment, but, 
if that is not available, suggest a type of psychotherapy and certain 
self-helps. The book contains advice to teachers, parents, and friends 
of stutterers. (K. A. M.) 
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RECENT PUBLICATIONS BY MEMBERS OF THE STAFF 


Brown, J. F.: Psychology and the Social Order. Pp. 529. New York: 

McGraw Hill Book Co., 1936. 

A new theory and a new methodology in social-psychological re- 
search are presented in this book. The theory is, briefly, that the 
individual acts and reacts within a field (the term is borrowed from 
physics) composed of the total economic, sociological, psychological 
situation, rather than within a class (the older remy Spee theory) 
and that his movements and responses within this field may be se 
scribed, analyzed and (ideally) reduced to an exact predictable science. 
The methodology is that modification of the methodology of the 

hysical and biological sciences which Professor K. Lewin has first 
applied to the problems of individual psychology. The book repre- 
sents a radical departure from the more traditional t of social- 
sychological research in its preparation for the development of a 
SS ic social psychology which will function as an applied science. 
N. 


.: It is difficult for us, his colleagues, to restrain our enthusiasm over Dr. Brown's 
brilliant book. Dr. Brown is in charge of psychological research at the Menninger Clinic 
and is one of the editors of this Bulletin, but he is also associate professor of psychology 
at the University of Kansas and hence we of the Clinic take this occasion to congratulate 
him and the University on his scholarly and scientific book and to commend it to every 
psychiatric and psychoanalytic student. (K. A. M.) 


AckerMAN, N. W. anp MEnninGeR, C. F.: Treatment Techniques for 
Mental Retardation in a School for Personality Disorders in Children, 
Am. J. of Orthopsychiat., 6: 294-311 (April) 1936. 

This paper presents the particular therapeutic attitudes and methods 
applied in the management of personality disorders in children at the 
Southard School with special reference to the problem of functional 
intellectual retardation. The principles of treatmént are illustrated 
with clinical histories. 


Rosack, H. N. anp Gerstte, M. L., Jr.: Congenital Atresia and Stenosis 
of the Aqueduct of Sylvius, Archives of Neurology and Psychiatry, 
36: 248-263 (August) 1936. 

This is an anatomic study of six cases of congenital narrowing or 
occlusion of the aqueduct in infants. The cases also showed an in- 
ternal hydrocephalus and in addition a developmental anomaly such 
as spinabifida with meningo-myelocele, bifid ureter, webbing of the 
toes, and others. Closure of the iter in these cases was thought to 
be due to subependymal glial proliferation as the result of a develop- 
mental error; instead of the undifferentiated embryonal brain cells 
normally wandering from near the ependymal layer to the marginal 
layer the cells either failed to migrate or wandered towards the 
ependymal layer and proliferated there. 
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SEMINAR PROGRAM 1936 
Administration Building, 7:30 to 10 p.m., Wednesday evenings 
Dr. R. P. Knicut, General Chairman 


September 9. Section on Psychiatry: Hypnosis: Theories and Practigg 
Dr. N. W. Ackerman. 

September 16. Section on Neurology: Réle of Various Parts of the Brain 
on Bodily Functions as Identified by Recent Stimulation and Ablation 
Experiments. Dr. Norman Rerper. 

September 23. Section on Psychology: The Historical Background of 

' Experimental Psychology with Particular Emphasis on Psychopath 
ology. Dr. J. F. Brown. 

September 30. Section on Psychoanalysis: Character Formation and 
Mental Illness. Dr. R. P. Knicurt. 

October 7. Section on Psychiatry: Sullivan's Contributions to the Con 
cept of Schizophrenia: Dynamics, Prognosis and Therapy. Dr. C, 
C. Cartson. 

October 14. Section on Neurology: Brain Metabolism. Dr. G. §, 
Waralcu. 

October 21. Section on Psychology: Extra-Sensory Perception: The Duke 
University Experiments. Dr. W. ReicHENBERG. 

October 28. Section on Psychoanalysis: Relation of the Oral Level of 
Psychosexual Development to Character Formation and Mental 
Illness. Dr. C. W. Tipp. 

November 4. Section on Psychiatry: Recent Discoveries in Relationships 
between Endocrine System and Personality with Indications i 
Therapy. Dr. H. N. Rosacx. 

November 11. Section on Neurology: Recent Advances in the Treatment 
of Neurosyphilis. Dr. Martin GrotjaHN 

November 18. Section on Psychology: Report on Research Projects with 
Children at the Southard School. Dr. N. W. AcKERMAN. 

November 25. Section on Psychoanalysis: Relation of the Anal Level of 
Psychosexual Development to Character Formation and Mental Illness. 
Dr. Wiit1aM C. MENNINGER. 

December 2. Section on Psychiatry: Draper's Constitutional Approach 
to Disease. Dr. B. L. Suirrzet. 

December 9. Section on Neurology: Case Presentations and Clinical 
Pathological Conference. Dr. H.N. Rosack anp Dr. C. C. Cart- 

SON. 

December 16. Section on Psychology: Résumé of Professor Clark Hull's 
Seminar on Psychoanalysis and Experimental Psychology. Dr. 
C. W. Tipp. 

January 6. Section on Psychoanalysis: Relation of the Genital Level of 
Psychosexual Development to Character Formation and Mental 
Illness. Dr. Bernarp Kamo. 
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